THE DIYISION OF HEALTH OF MISSOUR|

. H.nllh,—'
& Walfo STANDARD CERTIFICATE OF DEATH % STATE FICE RU i
raigs g FILED SEP 30 1957 1003 “§'589
1 S.r"g. Registration District No oo AN Primary Rgg_illruiinn District No, Reglstfur s No. - &2 8INy k
| | "
; 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution:-Residance befores”
. 300] © a. COUNTY o. STATE __, . b COUNTY admi ssion)
i Missouri t ouis
1-57 b. Cl!)TRY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY 4/4/é OZ Inside Limits
TOWN St ,Louis Yes (] Mo [] ToOwN  Clayton ¢ Vesly N[
Egls_il:.;l_FAllf\%OF {If NOT in hospitol, give location) | Length of stay in 1b d. STREIE'\‘E-I.?-.S {If outside, give location) Reside on Farm
AL OR ADDRE .
QBiNSTITUTION St.]Johns 3 weeks 2 7" 6441 San Bonita Yes [] NoX]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaor
{Type or print) 0
Julia Healy DEATH Sept. 13th.1957
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9, AGE 0 FUNDER 1 YEAR| {F UNDER 24 HRS.
/ MaRRIED[]INEVER MARRIED[ ] oE ¢ e Prontie ] Daye | Fiours e
- F W o ovorceo(]|May 8th,1864 | 03 l
‘:" 10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE ([City and state or country) C'IZ. CITIZEN OF WHAT COUNTRY?
= during most of working Jife, even [f retired) INDUSTRY . R
8 at home at _home Missourj U, S, A,
Z 130. FATHER'S NAME 138, MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
2 Daniel Reidy Mary Kane John C,Healy (Deceased}
‘;i' 15. WAS DECEASED EVER IN U. . ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT Address
{Yes, no, or unknawn}| (If . give war or dates of sarvicae)
s no o o ho no Harold Healy 6145.South Grand

*

y related._

wt

ANl diseases in Port | must be causall

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (Enter only one couse per line fogfa), (b), and {c).}
PART L. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a}

INTERVAL BETWEEN
ONSET AND DEATH

-

W

M / '
Condltians, if ony, DUE TO (b}
which gave risa to
above cause (o),
stating the under- }
g Iying causs last. DUE TO (c)
E 4T LPART.IL, OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO-DEATH but not related to the.terminal disease condition given In PART | {q) .1 19. geg AgTOPSY
FORMED?
c YRro-f YES[] NO
| 20a. ACCIDENT * SUICIDE * HQMICIDE - | 20b. DESCRIBE HOW INJURY. QCCURRED. (Enter nature of.injury in PART | or PART Il of item 18.)
wi
g o 0O O
S| 2c. TIMEOF Hour Menth, Day, Tear - EIEER
' INJURY a.m.
3 . p.m.
. 20d. INJURY OCCURRED 20e PLACE OF INJURY (e.g., iner abouthome,| 20§ CITY, TOWN, OR LOCATION COUNTY _ | o STATE
'WHILE:ATD NO]’WHILED * T ey focrory straet, office bldg., etc.) S e e e e e oo AR )
WORK 49{ " P O S L TE 4 .
2L ) q!t_endc:d the qleccand from, 670’ .o 7— a-'? / and last sow h " alive on q-/’('\j_/

Death occurred ot

m on the date stated above; and fvh- best of my Imowlodge, from the cnulu stated.

U\W
O~ 7,30 A,
22a..SIGRATURE w Q M"M%’ﬂ

oy

' 22h. AD?E 22e. QATE SIGNED
P f3-37
23a. BURIAL, CREMATION, | 23b. DATI 23c. NAME or czusrsnv oR CREMATORY o / zl LO#ION (Ciry, Yown, or 1 county) T (Stete
REMOV AL {Specify) R .
i 9-1 -1957~ Calvarr C=meterv . St, Louis - M15$our1
. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOGAL REG

Q»m,td, 3840 Lm&ell B1}d

SEP 1357

A Frbalmes's %

on Reverse Side)

Q@Mfm  mS
4 7.2




e ANy s 8

s STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

BY ME, OF DY creiiiniieiiiiieeirissesisistenieatsecessssasasssseeenessinssrsarsnerrerasennseseeenneeny Stdent Embalmer No. ...................

working under my personal supervision.

Student ...ovviiieiiiiiiii e rr e S
Signature of Student Embaltner

Licensed Embalmer No. 5., P

P. O. Address..

_ Note: The above MUST BE-SIGNED BY THE LICENSED EMBALMER- in his OWN HANDWRITING (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. L
If this body is not embalmed, fact should be so ‘stated above.
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